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State of Maine Substance Abuse Treatment Needs
Assessment

Study 5:  Assessment of Maine’s Substance Abuse Treatment System: 
Structure, Capacity, and Utilization

Executive Summary

Prepared by

Maine Office of Substance Abuse
DMHMRSAS

and
Research Triangle Institute

This report was prepared by Maine's Office of Substance Abuse (OSA) and Research
Triangle Institute (RTI) as part of a 3-year project titled, "Maine State Demand and Needs
Assessment Studies:  Alcohol and Other Drugs" (Center for Substance Abuse Treatment
[CSAT] Contract No. 270-95-0030).  This report includes findings from the fifth in a series of six
studies of the need and demand for, and availability of, substance abuse treatment services in
the State of Maine.  The purpose of this report is to assist the state in its efforts to determine
the capacity of the formal treatment system and its ability to meet current demand for services.  

This report is based on analyses obtained from multiple data sources, including a survey
of all state-recognized formal treatment organizations in Maine, as well as secondary data from
the Substance Abuse and Mental Health Services Administration’s (SAMHSA's) Uniform Facility
Data Set (UFDS) and Treatment Episode Data Set (TEDS).  The primary goal of this study was
to estimate the patient capacity of formal substance abuse treatment programs operating
statewide.  Capacity was estimated using two approaches.  Static capacity estimates reflect the
number of clients who could be treated on any given day; these figures reflect a point-
prevalence or "snapshot" approach.  Dynamic capacity estimates reflect the number of patients
who could be treated across all of the state's programs over the course of an entire year; these
estimates account for variations in patient length of stay and patient-to-counselor ratios. 
Utilization figures also were obtained; these include average daily census (a point-prevalence
measure), total annual admissions (duplicated patient count), and average length of stay. 
Information from the UFDS as well as from the TEDS public use data file provides an overview
of the characteristics of patients admitted to the treatment system over the course of a recent
and representative year. 
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Highlights of this report include the following:

! Of the 135 responding organizations (a combined 152 service delivery units), 21
offer detoxification services, 28 offer residential rehabilitation services, 14 offer
intensive outpatient care, and 121 offer nonintensive outpatient treatment services.

! Maine's treatment providers report that they can accommodate about 7,500 patients
in outpatient services on any given day; about 450 beds are available for inpatient or
residential rehabilitation or detoxification services.

! Maine's treatment providers reported treating approximately 7,780 patients on any
given day during the reference year (October 1, 1996, to September 30, 1997).  As
noted above, the vast majority (about 7,500) of these patients (96%) were receiving
outpatient services.

! On an annual basis, and based on the average length of stay reported by providers,
Maine’s state-licensed system is estimated to be able to treat about 40,600
admissions to treatment.  Most of this capacity (about 71%) is for outpatient
services.

! Admissions for the reference year (October 1, 1996, to September 30, 1997) were
estimated at 44,935.  The Department of Mental Health, Mental Retardation, and
Substance Abuse Services (DMHMRSAS) Region I accounted for about 9,800 of
these admissions, with Region II accounting for approximately 25,000, and Region
III accounting for 10,000.

! Overall, the system is operating at near capacity (98%) on an average day and
above capacity (110%) on an annual basis.

! On the basis of annual admissions, the system is estimated to be able to meet about
55% of the statewide need for substance abuse treatment.

! Individuals admitted to treatment tend to be male (75%), between the ages of 25
and 44 (63%), never married (47%), not in the labor force (48%), and having at least
12 years of education (65%).  The majority of patients (66%) have accessed the
treatment system on at least one prior occasion; most patients admitted to
detoxification have received treatment previously (86%).

! Individuals admitted for treatment in Maine tend to be polydrug abusers; more than
49% of admissions required treatment for both alcohol and other drug problems. 
Among substances used, alcohol was the most common, followed by marijuana and
cocaine.

! The vast majority of responding programs (86%) noted that managed care creates
barriers to treatment.  One third of programs reported that managed care
gatekeepers did not approve adequate treatment regimens, and fully 75% of
programs said that patients under managed care did not have access to sufficient
wraparound services to ensure optimal treatment outcomes.
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Overall Summary

This study provides an important beginning to understanding the structure and capacity
of Maine’s state-approved substance abuse services system.  As additional research is
conducted by OSA and as additional administrative data are developed from the Office of
Substance Abuse Data System (OASD) and other sources, it will be possible to improve the
accuracy of specific data elements and to add details on service elements offered within various
regions and by specific providers and on issues related to the performance of providers. 
Nonetheless, there are at least four important issues that OSA can begin addressing now
based on the current information:

(1) Based on the estimates of overall need developed by the Maine State Needs
Assessment Project and the data on system services available, are overall treatment
services available to accommodate the current demand for services?

(2) It is clear that the gap between the number of Maine citizens in need of treatment
and the number who demand and/or perceive they need treatment is large. 
Therefore, at issue is whether the state should consider special efforts and
programs to more broadly address the issue of alcohol and/or drug dependency
and/or abuse within regions and statewide and whether the additional resources that
would be needed to meet the demand resulting from these special efforts are
available.

(3) A third issue concerns whether the appropriate types of services are most effectively
allocated currently across regions and the state.  How will additional services—if
any—be allocated?

(4) And finally, OSA staff and others concerned with providing substance abuse
treatment services in the state can use this document to develop information to help
guide efforts to provide a continually more effective and efficient substance abuse
treatment services system.

For further information, contact:

Maine Office of Substance Abuse
Information and Resource Center

#159 State House Station
A.M.H.I. Complex

Marquardt Building, 3rd Floor
Augusta, Maine 04333-0159

Web:  http//www.state.me.us/dmhmrsa/osa
E-mail:  osa.ircosa@state.me.us

1-800-499-0027
TTY:  207-287-4475

TTY (toll free in Maine):  1-800-215-7604

July 1999

http//www.state.me.us/dmhmrsa/osa
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1.   INTRODUCTION

This report presents findings about the structure, capacity, and utilization of substance

abuse treatment programs currently operating in the State of Maine.  It includes information on

the services offered by the state-approved formal treatment programs currently operating in the

state, as well as estimates of treatment capacity and utilization and the characteristics of

individuals accessing the treatment system.  Importantly, this study permits a broad

assessment of the disparities between the supply and demand for treatment in the state.  This

study is part of Maine's substance abuse treatment needs assessment project, conducted by

the Maine Office of Substance Abuse (OSA) and Research Triangle Institute (RTI).

This report is divided into four chapters.  In this chapter, we present an overview of the

purpose and contribution of this study.  Chapter 2 describes the sources of data for this study,

including treatment programs providing information about their services, as well as secondary

sources of data used in our analyses.  Chapter 3 presents statistical estimates of the static

(point-prevalence) and dynamic (annual) capacity of the treatment system, as well as

information about recent utilization of the treatment system; this information is used to address

the adequacy of supply, given current demand and need for treatment statewide.  Limited

additional information is provided on program structure, patient retention, and the influence of

managed care on service delivery.  Finally, Chapter 4 provides conclusions and

recommendations for state decisionmakers.

1.1 Overview of Maine's Demand and Needs Assessment Studies

The Maine demand and needs assessment family of studies is designed to provide a

valid and reliable database of information to facilitate short- and long-term planning and to aid

in implementing services to meet population needs effectively and efficiently.  The specific

objectives of the project are to

! develop statewide, substate, and county-level estimates of the need for
treatment for problems related to the abuse of alcohol and other drugs for the
total population and for key subgroups;

! determine the extent to which these needs are being met by the current
treatment system;

! develop low-cost, valid methodologies that can be used by the state in
subsequent years to estimate treatment needs; and
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! identify key gaps in Maine’s current data collection efforts relating to needs
assessment.

The demand and needs assessment project consists of six studies designed to achieve

these goals.  These studies were selected to achieve broad coverage of the state’s population,

to provide reliable information on met and unmet treatment needs, and to develop tools that can

be used by the state in the future for estimation and planning purposes.  The project includes a

range of methodologies, including telephone interviewing, computer-assisted personal

interviewing (CAPI), record abstraction, analytic modeling, and integrative analyses, which

together provide a comprehensive base of information that Maine can use to continue to

improve its efforts to meet the alcohol and drug abuse treatment needs of its population.  The

six studies are as follows:

! Study 1: Alcohol and Other Drug Household Estimates;

! Study 2: Use of Alcohol and Illicit Drugs and Need for Treatment Among
Maine Adult Arrestees;

! Study 3: Estimating Need for Treatment or Intervention Among Youth in
Maine Counties:  A Synthetic Estimation Approach;

! Study 4: Using Social Indicators to Estimate Substance Use and Treatment
Needs in Maine;

! Study 5: Assessment of Maine’s Substance Abuse Treatment System: 
Structure, Capacity, and Utilization, 1997; and

! Study 6: Integrated Population Estimates of Substance Abuse Treatment
and Intervention Needs in the State of Maine.

Independently and together, these studies offer an important knowledge base for Maine

to continue to improve its efforts to meet treatment needs and to allocate resources.

1.2 Assessment of the Current Treatment System

To ensure that substance abuse treatment services are provided to those in need of

treatment, OSA needs information not only on those in need of treatment but also on the

availability and utilization of treatment services statewide.  Emerging issues such as managed

care also have profound effects on treatment providers and the treatment system.  This study is

viewed as a key component of Maine’s demand and needs assessment project and is vital to

OSA's planning and management functions.
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The objectives of Study 5 included the following:

! Describing the structure and operation of the current treatment system. 
Specific goals associated with this objective included collection of information
on the number, location, and organizational characteristics of the state's
treatment providers, services offered, utilization of services, and
characteristics of clients accessing services.

! Determining the current capacity of the treatment system to deliver needed
services and estimating the "treatment gap" (the level of unmet need or
excess capacity) both regionally and statewide.

! Developing information to begin to assess the current status and potential
future impact of managed care on the availability, delivery, and effectiveness
of the Maine treatment system.

! Identifying issues requiring additional research and analysis.

The primary objective of the treatment system study was to gather data with which to

assess the adequacy of the formal treatment system for meeting the substance abuse

treatment needs of the people of Maine.  This objective was met through the analysis of data

obtained from multiple sources, including a survey of the state's providers, as well as data

collected for the Substance Abuse and Mental Health Services Administration’s (SAMHSA's)

Drug Abuse Services Information System (DASIS).  The information collected through this

study, when compared to treatment needs identified through other studies in Maine’s needs

assessment project, will be useful in determining the adequacy of the existing system and the

need for additional services, treatment slots, and facilities for the substance-abusing population

in the State of Maine.  Additionally, this information can be used to identify the strengths and

weaknesses of the existing treatment system.

Analyses of data from the National Household Survey on Drug Abuse (NHSDA) and

other sources indicate a significant gap between the number of persons in need of substance

abuse treatment and the number actually receiving treatment services nationwide.  Overall,

SAMHSA estimates that only about half of all substance abusers receive the treatment they

need (Woodward et al., 1997).  Although the treatment gap has declined in recent years (i.e., a

larger proportion of the population in need is being served), there are still significant shortfalls in

the provision of treatment services to individuals dependent on alcohol and other drugs.  In

addition, the size of the treatment gap varies by service sector; many publicly funded treatment

programs are filled to capacity and maintain waiting lists, while many private-sector programs
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have excess capacity.  From a public policy perspective, it is essential for states not only to

measure the extent of the need for treatment but also the availability of treatment services;

public dollars must be allocated to providers serving those regions or populations with the

greatest degree of need.

Defining the availability of treatment services requires more than simply counting the

number of treatment slots and admissions.  Because addiction is a disease of relapse,

substance abuse treatment is a dynamic process that results in the movement of many of the

same people in and out of the treatment system or across different treatment programs.  As

part of a single treatment episode, an individual might use services from more than one

program.  Likewise, because substance abuse is often a chronic condition, repeated

admissions to treatment represent characteristic patterns for many clients.  Given the cyclical

nature of treatment, it is imperative not only to count the number of admissions to treatment

services but also to track the flow of clients throughout their treatment process.

Determining the types of services clients require is another dimension of the dynamic

process of substance abuse treatment.  Clients using the system differ greatly in the type and

intensity of services needed.  The services required will vary from client to client and may vary

each time a client re-enters the treatment system.  For instance, one individual may require

both detoxification and residential services in their initial treatment episode but only outpatient

treatment if they are re-admitted after experiencing a relapse.  

Most of the available estimates of treatment capacity and utilization rely on incomplete

data sources, use point-prevalence data exclusively, or do not permit state-by-state

comparisons.  Also, many estimates refer only to the bed capacity of treatment providers;

however, recent trends toward outpatient treatment as the predominant treatment modality

have rendered estimates based on bed capacity increasingly unreliable.  In Study 5, we sought

to collect data from the census of Maine's state-funded treatment providers, including data

suitable for estimating annual capacity and utilization rates.  These findings can be compared

with data on the need for treatment obtained from the 1997 Maine household survey, conducted

under Study 1 of the Maine needs assessment project. 
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1.3 Review of Findings from the 1997 Household Survey

The study of the current treatment system provides an important complement to the

other studies conducted under this needs assessment project.  In particular, it provides

information on the supply side of the treatment equation.  Each of the companion studies listed

earlier has contributed information on the need for treatment among various segments of

Maine's population.  The 1997 Maine household telephone survey provided statewide estimates

of the need for treatment as well as the met and unmet demand for treatment among the

household population.  Because this study focuses on the formal treatment system and

programs available to the general public, this report allows further analysis of the degree to

which state-funded providers are able to accommodate the number of individuals requiring

substance abuse treatment.

1.3.1 Need for Treatment

Table 1 shows data compiled for the 1997 Maine household telephone survey under this

needs assessment project.  This table provides percentages as well as estimated numbers of

individuals statewide who were in need of substance abuse treatment or intervention services in

1997.  The definition of need for treatment approximates the criteria for substance abuse or

dependence specified in the third, revised edition of the Diagnostic and Statistical Manual of

Mental Disorders (DSM-III-R) (American Psychiatric Association [APA], 1987).  A full discussion

may be found in the final report for Study 1 by Kroutil and colleagues (1998).  

Overall, 8% of Maine’s household population, or approximately 75,600 persons, were

determined to be in need of treatment for dependence on alcohol or illicit drugs in the year prior

to the 1997 survey.  More than 20% of the household population (upwards of 194,000 persons)

were determined to be in need of either treatment or intervention for alcohol or drug abuse.  For

the majority of cases, need for treatment stemmed from abuse of or dependence on alcohol. 

This survey also yielded estimates of treatment need by region; specifically, an estimated

28,800 household residents in Region I were in need of treatment for alcohol or drug abuse or

dependence, as were 28,300 persons in Region II and 18,400 persons in Region III.  (Regional

estimates are rounded to the nearest 100th.)  Across all regions, men were far more likely to be

in need of treatment than women.  

As noted in the final report for Study 1 (Kroutil et al., 1998), these figures likely

underestimate the actual level of need for treatment statewide because estimates are based on
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a survey of household residents with telephones.  To the extent that substance use is more

prevalent among the homeless or the very poor, the need for treatment is likely greater than

depicted in Table 1.  Study 2 addressed this issue in part by focusing on one segment of the

nonhousehold population (adult arrestees).  Study 4 was designed to measure statewide need

for treatment more broadly, by utilizing synthetic estimates derived from various social

indicators of alcohol and drug abuse and dependence.  The combined estimates for substance

abuse treatment needs throughout Maine's population are provided in the integrative report

developed under Study 6 (Kuo et al., 1999).  

Table 1. Estimated Numbers of the Maine Adult Household Population in Need of
Alcohol or Illicit Drug Use Treatment or Intervention in the Past Year:  1997

Measure Percentage Number1 95% CI2

Any Need for Treatment3

  Alcohol or illicit drugs 8.07 75,600 67,700 - 84,300

  Alcohol 7.03 65,900 58,700 - 73,900

  Any illicit drugs4 1.97 18,400 14,500 - 23,400

Any Need for Treatment or
Intervention5

  Alcohol or illicit drugs 20.78 194,700 182,300 - 207,600

  Alcohol 18.74 175,600 163,800 - 188,100

  Any illicit drugs4 4.59 43,000 37,100 - 49,800
1Estimated number of people rounded to the nearest 100th.  Because of rounding and estimation procedures, the
 sum across regions may differ from the state total estimate.  Unweighted numbers of respondents and standard
 errors for percentages are reported by Kroutil and colleagues (1998).
2The 95% CI = the 95% confidence interval for the estimated number of people.
3Includes people who (a) received detoxification services or formal treatment in the past 12 months or (b) met
 lifetime DSM-III-R (APA, 1987) criteria for dependence or abuse for a given drug covered in the telephone survey,
 used the drug in the past 12 months, and had one or more symptoms in the past 12 months or had a problem
 pattern of use in the past 12 months.  See Appendix E of the household survey report for a detailed discussion of
 how the need for treatment was defined.
4Includes marijuana or hashish, hallucinogens, cocaine (including crack), heroin/opiates, or stimulants.
5Includes people in need of treatment, as defined above.  Also includes people who never met lifetime DSM-III-R
 (APA, 1987) criteria for dependence or abuse for any drugs covered in the telephone survey but who nevertheless
 had one or more symptoms in the past 12 months or had a problem pattern of use in the past 12 months.  See
 Appendix E of the household survey report for a detailed discussion of  how the need for treatment or intervention
 was defined.

Source:  Maine Household Telephone Survey:  1997.
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1.3.2 Met/Unmet Demand for Treatment

Table 2 provides additional information on the demand for substance abuse treatment

among Maine’s household population (Kroutil et al., 1998).  As shown, about 2.8% of the

household population (or about 26,400 persons) received some type of formal treatment or

counseling for substance abuse in the year preceding the telephone survey.  Importantly, only

0.6% of the household population (or about 5,500 persons) had received treatment from a

detoxification, residential, or outpatient treatment program in the preceding 12 months.  When

comparing these numbers to the more than 75,600 household residents determined to be in

need of formal treatment, we see that the treatment gap is extremely wide—that is, only 7% of

those determined to be in need of formal treatment actually sought and received treatment. 

Just over 1% of the household population (or roughly 9,700 persons) expressed an unmet

demand for treatment in the previous year; that is, these individuals felt a need for treatment but

received either no treatment or less treatment than they desired.  Clearly, then, the distinction

between need and demand is critical.  This study may be used to assess the ability of the

treatment system to meet both demand and need for treatment for the household as well as the

nonhousehold populations in the state.
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Table 2. Demand for Treatment Services in the Past Year in the Maine Adult Household
Population:  1997

Measure Percentage Number 95% CI1

Received Assistance

  Any assistance2 2.8 26,400 21,800 - 31,800

  Treatment3 0.6 5,500 3,500 - 8,500

  Other assistance4 2.7 25,000 20,700 - 30,300

Unmet Demand

  Any unmet demand5 1.0 9,700 7,100 - 13,400

  Wanted additional services6 0.7 6,700 4,600 - 9,800

  Felt the need for treatment but 
  did not receive assistance 0.3 3,100 1,700 - 5,500

Note: Unweighted numbers of respondents and standard errors for the percentages are reported in the (Maine
household telephone survey final report (Kroutil et al., 1998)).  

1The 95% CI = the 95% confidence interval for the estimates. 
2Any receipt of treatment or other forms of assistance in the past 12 months for alcohol or other drug abuse, as
 described in footnotes 3 and 4.
3Received detoxification, residential treatment, halfway house services, or outpatient treatment in the past 12
 months.
4Received mental health counseling for substance abuse, attended self-help groups, received pastoral counseling,
 or attended an operating-under-the-influence (OUI) program such as DEEP (Driver Education Evaluation Program)
 in the past 12 months.
5Wanted additional treatment or other services in the past 12 months or felt the need for treatment in the past 12
 months but did not receive assistance.
6Received at least some assistance for alcohol or drug abuse but wanted additional services.

Source:  Maine Household Telephone Survey:  1997.
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2.   DATA SOURCES

In this chapter, we describe the various sources of data used in our analysis of the

current treatment system as well as our strategy for estimating the capacity and utilization of

the system.

2.1 Existing Data

Limited data on the availability and utilization of treatment services for alcohol and other

drug abuse in Maine are available from a number of sources.  Whenever possible, we used

existing data to build capacity and utilization estimates, supplementing these data with more

detailed information from a survey of the state's treatment providers (described below).  The

use of existing data permits better comparisons to previously published capacity and utilization

estimates.  Secondary data sources included the 1997 Uniform Facility Data Set (UFDS)

Survey, a subset of 1995 data from the Treatment Episode Data Set (TEDS), and other recently

published estimates from the Substance Abuse and Mental Health Services Administration

(SAMHSA).  

2.1.1 Uniform Facility Data Set

The UFDS Survey is an annual survey conducted by SAMHSA's Office of Applied

Studies (OAS).  The UFDS was previously known as the National Drug and Alcohol Treatment

Utilization Survey (NDATUS).  Each year, the UFDS Survey solicits data concerning facility and

client characteristics from a census of all known treatment programs.  "Known" facilities are

those state-recognized treatment programs included on the National Facility Register (NFR). 

The NFR listing is compiled by state and federal agencies that fund, license, or regulate

providers of substance abuse programming.  Although the NFR is primarily made up of

treatment programs, it also includes organizations that provide prevention, intake, and

assessment services.  Treatment providers most likely to be excluded from the NFR are

private-sector programs operating in states with no specific licensure or monitoring

requirements for facilities that do not receive state funds. 



1The Treatment Episode Data Set State Instruction Manual:  Admissions Data is available from
the SAMHSA Web site (http://www.samhsa.gov:80/oas/teds/tedsmtoc.htm) and provides complete
information on how TEDS data are processed and submitted.
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The UFDS Survey collects capacity and utilization data for one reference day out of the

year.  (In 1997, the reference day was October 1.)  Thus, the UFDS Survey provides a one-day

"snapshot" of the treatment system, which can be considered a good indicator of the range of

treatment services available nationwide each year.  A copy of the 1997 UFDS survey is

included in Appendix A.

2.1.2 Treatment Episode Data Set

UFDS is one of two ongoing sources of national data on substance abuse treatment

programming.  The other source is the Treatment Episode Data Set (TEDS), formerly known as

the Client Data System (CDS).  TEDS provides descriptive information about the flow of

admissions to substance abuse treatment programs nationwide.  Like the UFDS Survey,

programs responding to TEDS are typically those funded with state or federal dollars. 

SAMHSA estimates that TEDS covers 91% of all admissions to TEDS-eligible treatment

providers, which is 76% of admissions to all known treatment programs.  Missing from TEDS

are those providers reporting to other agencies, such as the Bureau of Prisons, Veterans’

Administration (VA), and Indian Health Service.

Within each state, treatment providers that receive any state agency funding, including

Federal Block Grant monies, are expected to provide TEDS data for all clients admitted to

treatment, regardless of the source of funds with which the individual clients pay for their

treatment.  In Maine, private facilities and solo practitioners also contribute data to TEDS. 

TEDS includes both a minimum data set (required reporting) and a supplemental data set

(optional reporting).  Programs typically collect the TEDS data from each patient during the

treatment intake interview using state-specific administrative forms.  States are permitted to

collect the data in formats differing slightly from the TEDS data codes, as long as the state is

able to collapse or recode the collected data into the standard format used in TEDS.  Programs

report data to the state, which then incorporates this information into its data system.  The state

data are transformed into TEDS elements using an approved protocol.  The data are

transmitted monthly or quarterly to a SAMHSA contractor for processing.1

http://www.samhsa.gov:80/oas/teds/tedsmtoc.htm
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 For this study, we draw upon the public use file containing TEDS admission data from

1995.  The Interuniversity Consortium for Political and Social Research (ICPSR) distributes the

public use data files and maintains a Web site where this and other substance abuse and

mental health data sets can be reviewed and working data sets can be created and downloaded

(http://www.icpsr.umich.edu/samhsa).  A working data set containing only 1995 TEDS data for

Maine was created for the supplemental analyses for this study.  (Data from 1996-97 were not

available for public access at the time these analyses were conducted.)

Because of concerns about releasing potentially identifying information on treatment

clients, ICPSR and the National Opinion Research Center (NORC) take several precautions

with these data:

! Individual client birth dates (required for TEDS) are removed from the data
set and replaced with a calculated age variable; 

! Treatment program identifiers also are removed from the public use files; and

! The public use data files contain only a 25% sample of all admissions
reported for the year.

In all, the Maine public use data file for 1995 contains 2,009 admissions.  Thus, there are two

key limitations to TEDS data.  First, the unit of analysis is treatment admissions, not clients—a

client admitted to treatment more than once during the year will appear multiple times in TEDS. 

Second, because the public use file contains only a subset of the full TEDS data file, these data

cannot be used to estimate numbers of admissions.  However, because the subset is based on

a random sample of cases, the data can provide good estimates of the characteristics of all

treatment admissions to TEDS-eligible programs in 1995.  A codebook for the working data set,

including definitions of the various data elements, is included in Appendix B.

TEDS provides a range of sociodemographic and other information on treatment

admissions, including age, gender, marital status, education, employment status, living

arrangements, primary source of income, expected source of payment, service setting

(detoxification, residential, outpatient), referral source, number of prior treatment episodes,

substance(s) abused (primary, secondary, tertiary), route of administration, frequency of use,

age of first use, and whether the client presented with psychiatric problems in addition to an

alcohol or drug problem.  Typically, TEDS also provides information on the number of days

http://www.icpsr.umich.edu/samhsa
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waited prior to admission, permitting some estimation of excess demand for treatment services. 

Unfortunately, Maine does not report this information to TEDS; it is, therefore, not included in

this report.

2.2 Provider Survey

The UFDS and TEDS represent two important efforts by SAMHSA to estimate the

capacity and utilization of the Nation's treatment system.  However, these two sources alone

cannot provide all of the information necessary to analyze the structure, capacity, and utilization

of Maine's treatment system.  Because the data sets use two different time frames, the

distribution of clients across levels of care as indicated in UFDS will differ from the distribution

reported each year by TEDS.  For that reason, we used UFDS data in this report to estimate

the capacity and structure of treatment programs, while TEDS data were used only to describe

the characteristics of patients admitted to treatment.  Although UFDS is useful for establishing

the static capacity of the treatment system and TEDS speaks to utilization rates, neither data

set alone is suitable for generating reliable estimates of the dynamic capacity of the treatment

system (i.e., the client capacity over the course of 1 full year).

The UFDS and TEDS also do not provide much detailed information on the specific

types of treatment services offered or received.  The UFDS Survey collects data on three broad

categories of services—detoxification (hospital and residential), rehabilitation (hospital and

residential), and outpatient (including intensive outpatient) care, but little information is collected

on the clinical processes associated with these services.  Finally, because only 65% of the

treatment programs being considered in this study responded to the 1997 UFDS Survey,

missing information reduced the accuracy of capacity and utilization estimates that could be

generated using these data alone.  To improve the completeness of the available data on

services, capacity, and utilization, we incorporated an additional source of information into

Study 5.

We prepared a brief questionnaire designed to supplement and complement the UFDS

Survey, while providing additional information on managed care, staffing, and other topics not

covered in the UFDS.  Staff from OSA distributed the questionnaires to 152 treatment providers

identified as eligible for inclusion in this study.  Target respondents were drawn from the state's



2The master list of service providers from which our sample was drawn may be found in Maine
Alcohol and Other Drug Abuse Services (Maine OSA, 1997).  This file may be accessed via the Internet at
http://www.state.me.us/dmhmrsa/osa/pdffile/servdir.pdf.

13

existing list of recognized substance abuse service providers.2  (This list is included in

Appendix C, along with information on the sources of data obtained from each program. 

Facilities considered ineligible for inclusion in the study are indicated.)  We omitted from our

distribution list all programs that were not part of the formal treatment system (such as 12-step

groups) as well as programs that provided prevention or referral services exclusively.  Also

excluded were programs not open to the general public, such as counseling programs run by

the military or postal service, VA hospitals, and correctional facilities.  The agencies that were

judged as ineligible for the survey are identified in the list of 193 providers (Appendix C)

recognized by OSA as substance abuse service providers.  The limitations of this sampling

frame and the resulting data are described in more detail in Section 2.5. 

Reference dates were used to establish the time periods within which a given number of

patients could be treated in each program.  All providers were asked to report point-prevalence

data for the same date and annualized data for the same year.  Because the UFDS Survey

uses October 1 as its reference date, we used the same date—and October 1, 1996, to

September 30, 1997, as the reference year—to obtain information that would correspond to the

UFDS data.  A copy of the questionnaire used in this study is provided in Appendix D.

The questionnaire covered the following topics:

! Program capacity and utilization:  average daily census, number of beds,
number of outpatient sessions offered, number of staff, average length of
stay (by level of care), total annual admissions (duplicated and unduplicated),
and special populations served;

! Referral and outreach:  amount of time devoted to various outreach activities
and primary referral sources for clients; and

! Clinical process:  intake procedures, assessment services, case
management activities, therapeutic emphases, frequency of individual and
group counseling, treatment goals, ancillary services offered, and discharge
procedures.

Programs also reported their payer mix as well as information about the impact of managed

care on the organization and delivery of substance abuse treatment services.  Although these

http://www.state.me.us/dmhmrsa/osa/pdffile/servdir.pdf
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questionnaires gathered a significant amount of useful information, much is beyond the scope

of this report.  For the most part, we focused on information about program capacity and

utilization.

A total of 80 programs responded to the OSA survey.  To produce reliable capacity and

utilization data, a brief (one-page) questionnaire covering only the essential capacity and

utilization items was faxed to those programs that had not responded to either the UFDS or

OSA surveys.  This approach resulted in at least a minimum set of data from nearly all of the

state's eligible programs.  The population surveyed and the sources of data used in this report

are summarized in Table 3.

Table 3.  Treatment Programs Providing Data for Study 5

Sampling frame n = 193 service delivery units

Eligible facilities n = 152 service delivery units 
(135 programs1)

Data received

Any data 132 programs (97.8%)

1997 UFDS only   35 programs (25.9%)

UFDS and OSA surveys   27 programs (20.0%)

OSA survey only   53 programs (39.3%)

Core items only   20 programs (14.8%)

None    3 programs (2.2%)
1Statewide, there are a number of treatment programs that operate treatment clinics or service
 delivery units at several different locations.  In the process of responding to  either the UFDS or
 OSA surveys, several of these treatment programs provided aggregated data for multiple service
 delivery units.  Although this reduces the effective number of respondents for the study, it has no
 negative effect on the validity of our estimates, as each of these service delivery units (SDUs) is
 included in the aggregated data.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and
Utilization:  1999.

2.3 Treatment Providers

The substance abuse treatment providers included in this study are limited to state-

funded programs within the formal treatment system.  The scope of the formal treatment

system includes all residential (hospital and nonhospital) and outpatient drug-free substance
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abuse treatment facilities.  This grouping does not include services provided by physicians or

counselors in private practice, employee assistance programs (EAPs), or support/self-help

groups such as Alcoholics Anonymous (AA) or Narcotics Anonymous (NA).  

There are a number of reasons for limiting the scope of this report to the formal

treatment system.  First, although health care providers outside the formal treatment system,

such as primary care physicians, may frequently encounter individuals who have symptoms

related to alcohol or other drug abuse, rarely is treatment for substance abuse within the scope

of their services.  Similarly, EAPs generally provide only assessment services; employees

requiring substance abuse treatment are referred to an appropriate treatment facility. 

Importantly, both EAPs and private-practice therapists provide services for a broad range of

problems, not just substance abuse; it is, therefore, difficult to determine capacity and utilization

estimates for that subset of individuals requiring alcohol or drug abuse treatment.  Finally,

tracking and obtaining information from AA, NA, and other self-help programs not affiliated with

the formal treatment system is not feasible given that these groups have anonymity as a core

precept.

2.3.1 Types of Treatment

This report provides data on capacity and utilization of treatment services in three types

of care.  Our definitions of these modalities are consistent with those used in the UFDS Survey

(SAMHSA, 1998):

Detoxification (24-hour care):  The process of supervised withdrawal from drugs or

alcohol within a short time, usually 1 week or less.  Formal, medically supervised detoxification

may include the use of medication to ameliorate withdrawal and reduce associated discomfort. 

Detoxification can be an emergency procedure for drug overdoses, but it typically requires care

on less than an emergency level.  

Hospital inpatient detoxification refers to 24-hour-per-day medical acute care
services for detoxification for persons with severe or medical complications
associated with withdrawal.

Residential detoxification refers to 24-hour-per-day services in a nonhospital
setting that provide for safe withdrawal and transition to ongoing treatment.
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Rehabilitation (24-hour care):  Includes hospital inpatient, nonhospital short-term care,

and nonhospital long-term care.

Hospital inpatient rehabilitation refers to 24-hour-per-day medical care in a
hospital facility in conjunction with treatment services for alcohol and other drug
abuse and dependency.

Residential rehabilitation refers to residential nonacute care in a setting with
treatment services for alcohol and other drug abuse and dependency.  May
include transitional living arrangements such as halfway houses.

Outpatient (Less than 24-hour care):  Includes individual and group counseling where

a client does not stay overnight in a treatment facility; these services may be offered with or

without medication.  Both outpatient and intensive outpatient modalities are included in this

category.

Intensive outpatient treatment involves services provided to a client that last 3 or
more hours per day for 3 or more days per week.  Day treatment or partial
hospitalization services are included in this category.

Outpatient services are those rehabilitation, counseling, and supportive services
offered less frequently than intensive outpatient services.

Table 4 shows the distribution of outpatient, rehabilitation, and detoxification services across

each of the state's three regions for the providers discussed in this report.

Table 4. Services Provided, by DMHMRSAS Region:  1997

Number of Programs

Outpatient Inpatient

Region Total1 Intensive 
Non-

intensive Rehab Detox

I 35 5 28 14 7

II 61 6 55 9 7

III 39 3 38 5 7

Statewide 135 14 121 28 21
1Rows do not add up to the total because programs may offer multiple levels of care.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.
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2.4 Determining Treatment Capacity and Utilization

Analyses presented in this report include estimates of both capacity and utilization of the

treatment system.  Capacity addresses the supply side of the treatment equation.  Meanwhile,

utilization equates to met demand.  Utilization involves the number of clients in treatment on a

given day and throughout an entire year.  Capacity is somewhat more difficult to define. 

Because patients vary in the amount of time they spend in treatment and because these

variations are evident across treatment modalities, we include two different measures—static

capacity (a point-prevalence or snapshot measure) and dynamic capacity (an annual estimate).

2.4.1 Static Capacity

We estimated static capacity by recording the number of treatment slots for

detoxification, rehabilitation, and outpatient treatment that could have been filled at each

treatment program on October 1, 1997.  Static capacity estimates are point-prevalence data

drawn first from the UFDS Survey, with responses from the provider survey used to fill in

missing information.  For inpatient/residential detoxification and rehabilitation services, static

capacity refers to the number of beds.  Determination of static capacity for outpatient services

requires a different approach.  Unlike inpatient treatment, where treatment slots are well-

defined (i.e., number of beds), outpatient capacity varies with the number of patients who can

be accommodated in a treatment group and with the number of group and individual sessions

that can be offered over a given period of time.  Both the number of sessions and the session

capacity are fundamentally determined by the number of counselors a program has on staff. 

Many programs use a combination of full-time, part-time, and contracted counselors for their

outpatient programming and can adjust the number of staff as demand for treatment increases

or decreases.  In other words, the capacity of outpatient treatment modalities is largely elastic. 

We assume that programs are retaining the minimum number of staff necessary to

accommodate their current patient caseload; that is, we assume little or no slack in outpatient

treatment capacity.  For this reason, in our analyses, static outpatient capacity is equivalent to

each program's average daily outpatient census for the preference year of the OSA provider

survey.  We provide estimates for each of the three substate Department of Mental Health,

Mental Retardation, and Substance Abuse Services (DMHMRSAS) regions.  
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2.4.2 Dynamic Capacity 

Although it is useful to obtain a count of treatment slots available on a given day, it is

perhaps more important to determine the dynamic capacity of the treatment system.  By

referring to capacity as dynamic, we refer to the capacity of the system over a given period of

time.  For Study 5, we sought to provide annual estimates of system capacity—that is, the

number of patients who could be treated over the course of 1 full year.  Determination of

dynamic capacity requires looking beyond the number of treatment slots available to examine

the flow of clients through those slots.  

Because point-prevalence estimates do not yield a complete picture of system capacity,

several dimensions of substance abuse treatment must be considered.  First, clients have

different lengths of stay or retention rates in treatment programs.  This is attributable to

differences across treatment modalities (e.g., detoxification requires shorter stays than long-

term residential care), as well as to differences across patients in treatment compliance. 

Second, intensity of treatment varies across clients, due in large part to differences in severity

of substance abuse or dependence.  Third, retention and turnover rates vary across clients and

programs; clients may or may not complete a treatment episode, and some clients will re-enter

the system multiple times.  Data collected for this study include estimates of the average length

of stay by treatment modality, as well as client readmission and turnover rates for individual

providers and for the treatment system as a whole.

A brief example illustrates the important contribution of dynamic capacity estimates to

an overall understanding of the treatment system's capacity.  If a treatment program has 10

beds, its static capacity is 10—that is, only 10 patients can be in treatment at any given time.  If

those beds are used for inpatient rehabilitation services and the average length of stay in

detoxification is 5 days, then 73 patients (365/5) can be treated per bed per year; in other

words, the program's dynamic capacity over the course of 1 year is 730 (73 patients x 10 beds),

assuming perfect efficiency.  However, suppose there is another facility that has 10 beds for its

rehabilitation program, but its average length of stay is 15 days.  That program could treat

approximately 23 patients (365/15) per bed per year, for a total of 230 patients annually.  Thus,

as a snapshot of the treatment system, these two programs appear to have the same capacity,

but over the course of 1 year, one program will treat substantially more patients than the other. 

The dynamic nature of treatment is an essential consideration if capacity estimates are to be

meaningfully calculated.
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The dynamic capacity of the treatment system was estimated as follows:  

Detoxification and Rehabilitation.  Total annual capacity was calculated as follows:

365 days x number of beds
avg. length of stay

Outpatient Treatment.  Outpatient capacity estimation is more complicated because

treatment is sometimes offered in a group setting.  The more patients that can be

accommodated in a group, the greater the annual treatment capacity.  However, the longer the

length of stay in treatment, the fewer patients who can be treated per slot per year.  We provide

separate capacity estimates for intensive and nonintensive outpatient services.  As described

earlier, intensive outpatient services include sessions offered at least 2 hours per day at least 3

days per week.  Standard outpatient care includes sessions offered less than 3 days per week

(typically one session per week).  These distinctions follow the patient placement criteria

established by the American Society of Addiction Medicine (ASAM).

Because we assume little or no slack in staff resources devoted to outpatient treatment,

a program's dynamic outpatient capacity should be approximately equivalent to its annual

admissions.  That is, if we assume that a program is retaining the minimum number of

counselors to serve its average daily caseload, then the number of patients served in a year is

the true measure of capacity.  The number of annual admissions divided by a program's static

capacity yields an estimate of the average length of stay in treatment.  If additional resources

were made available for counseling staff, program capacity could be expanded.  (Program

capacity also could be expanded by decreasing the average length of stay or expanding the

patient/counselor ratio, but these are typically not reasonable approaches to improving patient

outcomes.)  Although admissions should provide reasonable dynamic capacity estimates, we

thought it would be useful to compute estimates of annual outpatient capacity based on the

average length of stay (ALOS) and static capacity data from the provider survey.  Section 3.2.2

provides the process we followed, with the results in Table 6c.  In addition to providing

information on annual admissions, we also provide regional estimates of the number of

additional treatment slots that would be gained for each full-time equivalent (FTE) counselor

added to a program's staff.
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2.4.3 Utilization

Information on utilization is drawn from multiple sources.  The OSA survey yielded

information on each program's average daily census across each level of care; this figure

allowed us to make comparisons across treatment providers regarding the number of clients in

treatment at any given time.  These numbers can be mapped against regional estimates of

treatment need developed through the other components of this comprehensive needs

assessment project.  We also used information on the number of annual admissions to

compare the total number of clients admitted to each level of care between October 1, 1996,

and September 30, 1997 with regional and statewide estimates of need for treatment.  These

data were then aggregated to provide regional utilization figures.  

Along with estimates of the number of admissions and utilization rates, we also provide

information about the characteristics of clients admitted to treatment in Maine treatment

facilities.  Data for calendar year 1995 (the most recent year available) were obtained from the

TEDS data system.  Although data were not available for the same time period as the OSA

survey (fiscal year [FY] 1997), it is important to note that nationally throughout the 1990s TEDS

data have shown remarkably little year-to-year fluctuations in client characteristics.  Information

obtained from TEDS is an important supplement to the utilization data because it permits a

better understanding of the types of clients who are most likely to seek and enter treatment. 

However, current treatment clients may differ considerably from the set of persons in the state

who need treatment.  To the extent that such clients differ systematically from all individuals

needing substance abuse treatment, treatment or intervention services can be directed toward

those individuals whose treatment needs have traditionally gone unmet.

2.5 Limitations of this Report

This study provides important information about the capacity and utilization of Maine's

formal substance abuse treatment system.  However, there are a number of limitations to the

scope and content of this report.  Perhaps most importantly, two key segments of the formal

treatment system were not included in the provider survey conducted as part of Study 5. 

Private-sector programs (those operating without any state funding and not on the OSA agency

list) and methadone maintenance programs were not surveyed.  The lack of data from private

providers is a potentially important limitation, and this should be a key point of inquiry for the

next round of needs assessment activities in the state.  However, the state's immediate need is

for information on the number and availability of treatment slots supported by state dollars; this
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information is essential for resource allocation decisions.  The private sector, although an

important source of treatment services, typically serves a different population than the public

sector and is less affected by state-level funding decisions.  Similarly, methadone maintenance

represents a fundamentally different treatment approach than drug-free modalities, and the

characteristics of methadone patients, the prevalence of heroin abuse, and Maine methadone

treatment slots and utilization rates have been remarkably low and stable over time, lessening

the need for current estimates of capacity and utilization.

Similarly, it should be recognized that although this report focuses on that portion of the

formal treatment system supported in whole or in part by state funds, individuals can seek and

receive treatment from any number of sources.  Service providers outside the formal system

can often be important referral routes through which patients access (or are diverted from) the

formal treatment system; exploration of such organizational linkages is beyond the scope of this

report.  Also excluded from this report are facilities providing substance abuse counseling in

support of or incidental to a primary service, including correctional facilities and psychiatric

hospitals.  Similarly, this report focuses on three general treatment modalities (detoxification,

rehabilitation, and outpatient care); programs exclusively providing other types of intervention or

reintegration services are not covered in these analyses.

Finally, our analyses focus exclusively on the capacity and structure of the treatment

system, assuming continuity and stability in organizational structure and resources.  The data

sources for this report allow us to make a broad assessment of the number of patients that can

be (and have been) treated in these programs; however, this study was not intended to assess

the efficiency or effectiveness of the services offered.  Ongoing and continuing research will

help to link organizational structure and performance with capacity and utilization in order to

best determine whether resources are allocated adequately and equitably across the

DMHMRSAS regions.
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3.   CAPACITY AND UTILIZATION OF THE TREATMENT SYSTEM

This chapter presents findings obtained from analyses of the provider surveys, the 1997

Uniform Facility Data Set (UFDS) data, and the 1995 Treatment Episode Data Set (TEDS) data. 

These sources were used to derive estimates of the capacity of the treatment system on a

given day as well as over the course of a year.  Additionally, we drew upon TEDS data to

describe the characteristics of clients admitted to treatment in a recent and representative year. 

Together, this information allows for an assessment of the number and characteristics of clients

typically treated in Maine's formal treatment system.

3.1 Static Capacity

Table 5 presents estimates of the static capacity of Maine's state-approved substance

abuse treatment programs.  Separate estimates are provided for intensive and nonintensive

outpatient and for detoxification and inpatient rehabilitation treatment modalities across each of

the state's three Department of Mental Health, Mental Retardation, and Substance Abuse

Services (DMHMRSAS) regions.  As shown, the 135 treatment programs surveyed report that

they can accommodate about 7,516 patients in outpatient services on any given day, while

about 450 beds are available for detoxification, inpatient care, or residential rehabilitation

services on any given day.  Average daily census figures show that approximately 58% of all

clients receiving some form of inpatient care are in residential rehabilitation services (with the

remainder in short-term detoxification).  Region I includes the majority of inpatient treatment

slots, while Region III reported the greatest number of outpatient slots.

Table 5. Estimated Static Capacity of Maine's State-Approved Treatment Programs, by
Modality and DMHMRSAS Region

Treatment Modality1

Outpatient Inpatient
(Detox + Rehab) OverallRegion Intensive Nonintensive

I 49 1,908 250 2,207

II 44 2,085 112 2,241

III 54 3,376 89 3,519

Statewide 147 7,369 451 7,967
1For reasons described in the text, static outpatient capacity was assumed to equal average daily outpatient census. 
 Inpatient includes both detoxification and rehabilitation services and is based on the number of beds that could have
 been used for substance abuse treatment on the reference date.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.
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3.2 Dynamic Capacity

As noted in Chapter 2, the dynamic capacity of the treatment system is difficult to

estimate with precision for a number of reasons.  The capacity of inpatient (rehabilitation and

detoxification) services is limited by the number of available treatment beds in a facility and by

the average length of stay (ALOS) for patients in treatment.  As shown in Table 6a, the typical

length of stay for patients in detoxification was about 4 days, while the typical length of stay for

patients in residential rehabilitation programs was in excess of 100 days.  Outpatient clients had

much longer ALOS.

Table 6a.  Estimated Average Length of Stay, by DMHMRSAS Region and Modality1

Inpatient Outpatient

Region
Detox
(days)

Rehab
(days)

Intensive
(sessions/weeks)2

Nonintensive
(weeks)

I 4 146 39/13.0 13

II 4 163 14/4.7 14

III 3 103 16/5.3 14

1Information obtained from survey data (N = 80 programs or 59% of eligible respondents).  The typical length of stay
 for programs not providing data may differ from the programs on whose data these estimates are based.
2Number of weeks was computed based on three sessions per week.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.

3.2.1 Inpatient Services

Using the ALOS data in Table 6a, along with the approximate proportion of beds

devoted to detoxification and rehabilitation services, estimates of the dynamic capacity for

inpatient services were developed and are shown in Table 6b.  These estimates suggest that

more than 11,000 patients could receive inpatient care over the course of an entire year were

the treatment system operating at full capacity (and assuming perfect efficiency).  Thus, despite

the relatively small number of beds available on any given day, quite a large number of patients

could be treated over an entire year, especially in detoxification programs due to the short

ALOS.  However, caution must be used when interpreting these figures.  There are various

demands on personnel and other resources that programs must expend to offer these services. 

If a program offers multiple levels of care, staff time may need to be split between various

services; therefore, the dynamic capacity estimates would show the number of patients who

could be treated in a year if the necessary current operational resources could be devoted

exclusively to those services.  In addition, these estimates assume perfect efficiency in the
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system—that is, one patient is admitted on the same day another is discharged, with no lag in

services.  It is highly unlikely that perfect efficiency will exist in Maine’s or any similar system,

and adjustments for inefficiencies will need to be made to arrive at operationally reasonable

dynamic capacity estimates.

Most important, it should be noted that the vast majority of this estimated capacity is

attributable to detoxification services.  Detoxification is, by definition, a medical procedure used

to stabilize patients in withdrawal; it is not an intensive treatment regimen and cannot effectively

be used to divert patients from more intensive substance abuse treatment.  In other words,

although increasing access to detoxification services is a valued goal when those services are

needed, programs would not serve their patients well by utilizing excess detoxification capacity

for the treatment of patients who require longer-term inpatient or outpatient rehabilitation.  In

addition, it should be noted that detoxification programs rarely are able to sustain full capacity

for a number of reasons, including mismatches in the time or location where patients need

treatment and services are available.  On the other hand, the estimated dynamic capacity for

residential rehabilitative care better approximates the true capacity of that portion of the

treatment system, because these services tend to have waiting lists and thus treatment slots,

when available, can be filled fairly rapidly.

Table 6b.  Estimated Dynamic Capacity for Inpatient Services, by DMHMRSAS Region

Region

% Beds used for ALOS (days)

Estimated Total
Inpatient Dynamic

(Annual)
Capacity1

Beds Detox Rehab Detox Rehab Detox Rehab Total

I 250 19.2 80.8 4 146  4,380 505   4,885

II 112 29.7 70.3 4 163  3,035 173   3,208

III 89 30.6 69.4 3 103  3,309 219   3,528

Statewide 451 10,724 897 11,621
1Dynamic capacity estimates were derived using the formula shown in Section 2.4.2.  Capacity estimates provided
 here are likely to be 2% to 4% underestimated based on information for each of four service delivery units that were
 excluded.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.



26

‰ 

3.2.2 Outpatient Services

We indicated earlier that because of the flexibility in reacting to the demand for

outpatient services, it was reasonable to assume that on average static capacity was equal to

demand.  Based on this assumption, one could then assume that dynamic (annual) capacity

equals annual admissions.  Nonetheless, it is interesting and useful to compute estimates of

annual outpatient capacity based on the static capacity and average length of stay reported by

the responding programs in the Office of Substance Abuse (OSA) survey.

Estimates of dynamic capacity by DMHMRSAS region are shown in Table 6c.  These

estimates are based on the static capacity and ALOS estimates shown in Tables 5 and 6a,

respectively, and computed as described below.

The following equation calculates the dynamic (annual) capacities for outpatient

services:

(Static capacity)       52 weeks     
ALOS (in weeks) .

Table 6c.  Estimated Dynamic Capacity for Outpatient Services, by DMHMRSAS Region

Region Intensive1 Nonintensive Total

I 196 7,632 7,828

II 488 7,714 8,202

III 529 12,487 13,016

Statewide 1,213 27,833 29,046
1Dynamic capacity estimates were derived as described in Section 3.2.2.  Estimates are for admissions.  Capacity
 estimates provided are likely 2-4% underestimated based on the each of information for 4 service delivery units that
 were excluded.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.

Intensive Outpatient

The information in Table 6a shows the number of intensive outpatient sessions per

service admission by region, specifically 39, 14, and 16 for regions I, II, and III, respectively.  It

is not clear why the number of sessions varies across regions; however, the service providers

consistently reported an average of three sessions per week for intensive outpatient clients. 

Thus, the dynamic capacity for each region was computed based on an ALOS (in weeks) of
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13.0 for Region I, 4.7 for Region II, and 5.3 for Region III.  Therefore, the region’s static

capacity was multiplied by 4.0 for Region I, 11.1 for Region II, and 9.8 for Region III to arrive at

dynamic capacity.

Nonintensive Outpatient

The average lengths of stays for nonintensive outpatient services are 13 weeks, 14

weeks, and 14 weeks for Regions I, II, and III, respectively.  Thus, the dynamic capacity for

each region is the static capacity multiplied by 4.0 for Region I, 3.7 for Region II, and 3.7 for

Region III.

The dynamic capacity estimates based on the process described above are shown in

Table 6c.

Our estimates of the system's capacity for outpatient services are conditioned by

assumptions about the availability of personnel and other resources.  As explained in

Chapter 2, we made two assumptions about outpatient capacity.  First, we assumed that

treatment facilities are maintaining the minimum number of counselors necessary to

accommodate their average daily census.  Second, we assumed that there is little or no slack in

the resources devoted to outpatient treatment.  That is, substantial increases in program

capacity are dependent upon accompanying increases in personnel resources.  To estimate the

net gains in outpatient capacity that could be realized by increasing a program's personnel

resources, we asked each program to report the number of counselors (full-time equivalents

[FTEs]) devoted to maintaining their current outpatient caseloads.  The average patient-to-

counselor ratio for outpatient services statewide was 21 to 1 (although there was considerable

variation between programs).  Thus, for every additional counselor devoted to outpatient

treatment services, an additional 21 patients could be accommodated; statewide, the addition of

one full-time counselor at each of the 123 programs that offer outpatient services would

increase the system's capacity to provide outpatient services by 2,583 treatment slots.

3.3 Utilization

Each of the 135 responding treatment programs provided information on their average

daily census by modality (outpatient, rehabilitation, detoxification) and their total annual

admissions for the reference year.  These figures, when compared to the capacity estimates

presented above, provide an indication of the extent to which the system was utilized during the
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reference year.  Daily utilization estimates are shown in Table 7a and annual utilization

estimates in Table 7b.

As shown in Table 7a, the 135 programs were treating approximately 7,780 persons on

any given day during the reference year (October 1, 1996, to September 30, 1997).  The vast

majority of these patients (7,516 or 97%) were receiving outpatient care, with about 3% of all

patients receiving inpatient or residential rehabilitation services.  As is clear from the daily

census versus the overall static capacity numbers, the overall system was operating at very

near capacity (98%) on an average day during the reference year.  Because of inherent

inefficiencies in operating a service system such as a substance abuse services system at

100% of theoretical capacity, a target of 85% to 90% is usually considered full capacity.

Table 7a. Average Daily Program Utilization, by DMHMRSAS Region:  1997

Average Daily Census
Total
Daily

Census
Static

Capacity1Region Outpatient Rehab Detox

I 1,957 109 26 2,092 2,207

II 2,129  64 27 2,220 2,241

III 3,430 26 12 3,468 3,519

Statewide 7,516  199 65 7,780 7,967
1These numbers include duplicate admissions (i.e., each admission during the year for a patient with multiple
 admissions is counted).  Estimates are for the year October 1, 1996, to Septemter 30, 1997.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.

Total annual admissions ranged from about 9,800 patients in Region I to slightly more

than 25,000 patients in Region II.  Overall, the treatment providers reported 44,935 admissions

for the entire reference year.  Total dynamic (annual) capacity for the system was estimated at

40,667 (see Table 7b).  Thus, on an annual basis, the system was utilized at a rate of about

110%.  However, the ratio of reported annual admissions to capacity varied considerable by

region, with Region II reporting annual admissions at about 220% of capacity.  Admissions can

exceed expected capacity by increasing the group size or the patient-counselor ratios of

outpatient services or by continuing to carry essentially inactive cases on program rolls.  For

both outpatient and inpatient services, admissions can exceed expected capacity by

experiencing shorter-than-expected average lengths of stays.
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Table 7b. Annual Program Utilization, by DMHMRSAS Region:  1997

Annual Capacity
Total Annual

Capacity
Total Annual
AdmissionRegion Outpatient Rehab Detox

I 7,828 505 4,380 12,713 9,773

II 8,202 173 3,035 11,410 25,060

III 13,016 219 3,309 16,544 10,102

Statewide 29,046 897 10,724 40,667 44,935

1These numbers include duplicate admissions (i.e., each admission during the year for a patient with multiple
 admissions is counted).  Estimates are for the year October 1, 1996, to September 30, 1997.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.

3.4 Estimating the Treatment Gap

An estimate of the size of the treatment gap can be obtained by comparing the

estimated need for treatment to the estimated capacity of the treatment system.  Table 8 shows

the estimated need for treatment for each of the state's three DMHMRSAS regions in 1997. 

The need for treatment estimates included here are for adults (18 years old or older) and

include estimates of need from population subgroups not included in a household survey.  The

number of patients admitted to programs in the formal treatment system also is shown for each

region.  The met need is expressed as the percentage of the estimated need that was

addressed by the treatment system.  As shown, admissions in Region II equaled roughly 81%

of the total number of persons in need of treatment.  By comparison, programs in Region III

admitted roughly 53% of those in need, while programs in Region I admitted about 31% of the

number of persons in need of treatment as estimated by the Maine State Needs Assessment

Project studies.  Note, however, that annual admissions represents a duplicated client count; as

a result, these figures may underestimate the size of the treatment gap since one persion is

counted more than once for some proportion or admissions.
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Table 8. Treatment Need Versus Current Service Levels, by DMHMRSAS Region:
1997

Region

Estimated
Need for

Treatment1
Annual Admissions
(all levels of care) Met Need2

I 31,258 9,773 31.2%

II 30,853 25,060 81.2%

III 19,098 10,102 52.9%

Statewide 81,209 44,935 55.3%

1From Maine’s integrated population estimates (Koo, et al., 1999).  These numbers include estimates of
 treatment need for special population groups in addition to the household population.
2Expressed as (annual admissions / estimated need) * 100.  This proportion does not account for duplicated
 admissions and, therefore, likely overestimates the met need.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.

3.5 Characteristics of Individuals Accessing Treatment

Table 9 presents information on the sociodemographic characteristics of persons

admitted to Maine's formal substance abuse treatment system in 1995.  This information is

drawn from the Substance Abuse and Mental Health Services Adminstration’s (SAMHSA's)

TEDS; the unit of analysis is treatment admissions rather than individual clients.  These data

show that individuals admitted to treatment are typically male (75%), between the ages of 25

and 44 (63%), never married (47%), not in the labor force (48%), and with a high school

education or less.  Consistent with capacity estimates, the vast majority of individuals are

admitted to outpatient treatment (71%).  Sociodemographic characteristics show little

systematic variation within the three treatment modalities; that is, admissions tend to be

similarly distributed across demographic categories within outpatient, rehabilitation, and

detoxification services.  The one exception to this trend is that employed patients tend to

receive outpatient care, while persons not in the labor force tend much more often to be

admitted to detoxification or rehabilitation services.  Additional analyses (not shown) indicate

remarkably little variation between men and women in terms of their distribution across

treatment modalities and sociodemographic characteristics; that is, roughly the same proportion

of women and men were admitted to each of the three types of treatment programs, and they

shared similar personal characteristics. 
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Table 9. Admissions to Maine's State-Approved Treatment Programs:  Client
Characteristics, by Services Received:  19951

Services Received

All
Admissions Detox Rehab Outpatient

Total Admissions –  (16.2%) (12.8%) (71.0%)

Gender
% Male 74.6 85.7 70.3 72.9
% Female 26.4 14.3 29.7 27.1

Age at Admission
Under 18 6.8 –  4.7 8.8
18-24 15.2  7.2 13.0 17.4
25-44 63.3 70.4 65.7 61.3
45+ 14.6 22.5 16.5 12.5

Education
0-8 years 10.6 9.0  9.6 11.2
9-11 years 24.8 25.9 25.1 24.5
12 years 46.8 47.6 47.0 46.6
13+ years 17.8 17.6 18.3 17.8

Marital Status
Married 15.0  4.1  7.9 18.7
Never married 47.3 46.3 47.1 47.5
Separated/divorced/
widowed 37.7 49.6 45.0 33.8

Employment Status
Full time 24.4  9.3 6.4 30.8
Part time 10.7 4.8 5.1 12.9
Not employed 16.8 16.7 17.4 16.7
Not in labor force 48.1 69.1 71.2 40.0

1Unit of analysis is admissions (duplicated client count).  From 1995 TEDS public use data file.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.

Additional data indicate that individuals accessing the treatment system are

predominantly polydrug abusers.  Data from the 1996 UFDS show that on October 1, 1996,

35% of all patients presented with alcohol problems, 16% were in treatment for drug abuse

problems, and 49% required treatment for both alcohol and drug problems (SAMHSA, 1997). 

The 1995 TEDS data provided more detail.  Of patients admitted to treatment in calendar year

1995, 82% indicated primary use of alcohol, while a total of 94% indicated any use of alcohol;

10.5% indicated primary use of marijuana (42.5% reported any use); 2.4% indicated primary
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use of cocaine (12.8% reported any use); and 3.2% indicated primary use of opiates (5.8%

reported any use).

3.6 Client Turnover and Readmissions

Table 10 includes data obtained from the TEDS public use data file for 1995 and shows

the proportion of admissions to each of the three general service categories who had received

treatment on one or more previous occasions.  Such treatment history variables provide

important information on the type of clients being served by the state's treatment system, as

well as an indication of the effectiveness of treatment services.  As shown, approximately 66%

of all admissions in 1995 reported at least one prior treatment episode.  Patients admitted to

detoxification services were the most likely to have received prior treatment, with 86% reporting

any prior treatment and fully 45% reporting three or more prior treatment episodes.  As noted

earlier in this report, detoxification is not a treatment approach per se but rather can be used for 

stabilization of patients in crisis (drug overdoses, for example).  Unless patients are

subsequently referred to a structured treatment program, they are likely to reaccess the system

with future needs for crisis management.  Thus, the high rate of readmission to detoxification

services is not unexpected.  Patients admitted to outpatient services in 1995 were least likely to

have accessed the treatment system previously, with 40% indicating no prior treatment and an

additional 27% indicating one prior episode.

Table 10. Number of Prior Treatment Episodes for All 1995 Admissions, by Level of Care
Received

Level of Care

Prior Episodes All Admissions Detox Rehab Outpatient

0 32.8% 13.8% 14.4% 40.4%

1 24.6% 13.5% 26.4% 26.8%

2 13.1% 12.3% 14.0% 13.1%

3 or more 28.9% 60.3% 45.1% 26.6%

Note:  Data are drawn from the 1995 TEDS public use data file.

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.
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Along with the number of treatment slots and counseling staff, another factor in the

availability of treatment services is the rate of turnover among clients.  As noted elsewhere in

this report, none of the data sources used for this study (UFDS, TEDS, or the provider survey)

contains information on treatment outcomes or specific details of treatment transactions. 

Without this information, it is impossible to determine whether the average length of stay or

degree of turnover among clients is appropriate or indicative of acceptable program

performance.  If turnover at one program is low relative to another, it may be because 

! the program is inefficient and retains patients for too long,

! the program offers a longer and more effective treatment regimen, or 

! the comparison program is inefficient and retains too few patients.

Although treatment outcome data were not available for this study, the provider survey

contained several questions that can provide some indication of reasons for client turnover. 

Programs responding to the OSA survey were asked to report common reasons why patients

would be administratively discharged prior to treatment completion.  Programs with a high

number of administrative discharges may have a greater dynamic (annual) capacity because of

greater turnover among their patients; at the same time, programs with more administrative

discharges also are likely to be less tolerant of client behaviors such as drug use while in

treatment or missed counseling sessions.  Thus, these programs tend to discharge patients for

noncompliance.  This type of turnover is fundamentally different from turnover attributed to

successful completion of the prescribed treatment regimen and should be taken into account

when interpreting a program's apparent annual capacity.  Among the responding programs, 4%

said it was very common to discharge patients for use of alcohol or other drugs while in

treatment, 6% would discharge patients for missing counseling sessions, and 26% would

discharge patients for violating program rules.  Each of these different formal or informal

discharge policies contributes to the average turnover rate in each program.

As an additional indicator of treatment outcomes, the OSA provider survey asked about

each program's criteria for defining a successful treatment outcome and the proportion of

patients meeting those criteria in the reference year.  Programs had a wide variety of criteria for

successful completion of the program, but not surprisingly the most common were "follows

treatment plan" (84%) and "remains in treatment for a specified period of time" (37%).  On

balance, programs reported that about 60% of all patients met the program's definition of
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successful completion.  Further research is needed to compare the performance of the state's

treatment programs using standard measures of treatment outcomes.

3.7 Managed Care

Yet another influence on the availability and utilization of treatment services is the extent

to which patients must receive approval for treatment before payment can be rendered. 

Managed care is increasingly affecting both public and private payers who cover substance

abuse treatment services.  The OSA survey asked providers a series of questions to determine

the current influence of managed care over the substance abuse treatment services offered

statewide.  Results of these questions are provided in Table 11.  As shown, roughly 86% of

responding programs noted that managed care creates additional barriers to treatment either

nearly always or for some proportion of patients seeking treatment.  Just over one third of

responding programs felt that managed care organizations do not usually authorize treatment

of sufficient type, duration, or quality to produce acceptable outcomes.  Also, fully 75% of

responding programs indicated that, under managed care arrangements, substance abuse

services are not adequately coordinated with other (wraparound) services needed by patients if

they are to achieve optimal outcomes.  The majority of responding programs reported that, on

the whole, managed care's gatekeepers (those authorizing services) were not adequately

trained and that the patient placement criteria being used (including the definition of medically

necessary treatment) had adverse effects on the majority of their cases.  Further investigation

is needed to track the evolution of managed care arrangements over time, to determine

whether different segments of the provider population have systematically different experiences

under managed care, and to evaluate the impact of managed care on the availability and quality

of substance abuse treatment services.
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Table 11.  Influence of Managed Care on Program Operations

Survey Question
Nearly
Always

For Some
Patients

Not Usually/
Rarely

Does managed care create additional
barriers to treatment for special
populations?

23.8 63.4 12.7

Does managed care authorize
treatment of sufficient
type/duration/quality to produce
acceptable outcomes?

11.3 53.2 35.4

Are gatekeepers adequately trained? 10.2 46.1 43.6

Does the definition of medical
necessity systematically deny care to
certain categories of patients?

15.9 69.8 14.3

Does lack of uniform
assessment/placement criteria result in
inconsistent or unobjective referrals?

11.7 61.7 26.7

Under managed care, are adequate
services being provided to special
populations?

14.3 42.9 42.9

Under managed care, are substance
abuse services adequately coordinated
with the wraparound services needed
by patients?

10.7 14.3 75.0

Source: Assessment of Maine’s Substance Abuse Treatment System:  Structure, Capacity, and Utilization:  1999.
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4.   SUMMARY AND RECOMMENDATIONS

This study has provided needed information on the capacity of Maine's formal treatment

system to address the substance abuse problems of individuals demanding services. 

Specifically, these analyses show that on any given day the state's treatment programs are

operating at or near capacity across all levels of care.  However, variations in clinical protocols

and treatment philosophies result in different lengths of stays across modalities and programs;

as a result, programs vary in the number of patients they can treat annually.

As the Maine household telephone survey findings show so clearly, the number of

individuals seeking treatment (demand) is only a small proportion of the number actually in

need of treatment.  To the extent that education and intervention efforts are successful in

helping individuals recognize substance abuse problems and the need for treatment, demand

for services will continue to rise.  Thus, state funds must be allocated accordingly in order to

ensure that treatment system capacity can be expanded to accommodate increasing levels of

demand.  On any given day, demand for treatment may exceed available supply, causing

potential patients to wait for needed services.  The level of care required and the average

length of stay for patients in the program to which a person seeks admission will determine the

length of the wait.  Within and across regions, more monitoring may be necessary to match

potential patients with available slots to the extent possible.  

Future investigations of the capacity and utilization of Maine’s substance abuse

treatment system should seek to incorporate information on services offered in the private

sector (including private practitioners working outside of formal healthcare delivery

organizations) and in methadone maintenance programs, as well as the characteristics of

individuals most likely to seek treatment from these programs.  Estimates of treatment need

and demand derived from household telephone surveys are likely to be biased in favor of

individuals who are employed and/or have stable residences.  Individuals in more stable and

affluent social circumstances are more likely to seek and receive treatment in the private sector;

it is, therefore, imperative to begin to understand the types of services they typically receive and

whether these treatment patterns differ systematically from treatment found in the public sector. 

In addition, it would be important to determine the capacity of the private sector to treat patients

insured by public means (Medicaid, Medicare) because, in this sense, the private sector is a

source of additional treatment slots for public-pay clients.  However, estimates derived from
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household surveys also will tend to underestimate the need for treatment among the

unemployed, homeless, and more marginalized population.  These individuals are more likely to

receive assistance from the state-funded treatment system.  In particular, users of heroin and

other opiates tend to be underrepresented in the population of household residents; much could

be learned about the characteristics of these individuals and their treatment needs and referral

patterns through a detailed analysis of methadone treatment program utilization in the state and

in adjoining states.

Perhaps most importantly, future investigations should seek to assess the effectiveness

of treatment offered in Maine's treatment system.  Although it is important for resource

allocation decisions to be informed by the degree of need, demand, and available capacity in

various cities and planning areas, it is equally important to determine which treatment programs

are most effective.  Programs that have the greatest dynamic capacity (i.e., those that can

serve the most patients in a given year) are not necessarily the most effective programs. 

Systematic data must be collected from treatment providers to determine what services are

being offered, with what frequency, and to what kinds of patients; moreover, programs must

collect information about patient outcomes and compare this to baseline data collected at intake

in order to determine whether the patient has shown improvement in functioning that is directly

attributable to the services received.  It is clear that Maine’s performance-based contracting

system can continue to be extremely useful in helping determine provider outcome

effectiveness.  This type of information will allow the state to continually enhance the set of

performance indicators currently collected for treatment providers and will facilitate its ongoing

processes for systematically allocating resources to programs determined to be performing at

or above those required standards.
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CODEBOOK:  TEDS PUBLIC USE DATA FILE, 1995
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OSA AGENCY LISTING AND DATA SOURCES
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OSA TREATMENT PROVIDER SURVEY










































